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This Statement of Deficiencies was generated as 

the result of a complaint investigation conducted 

at your facility on 3/1-3/11/2005.

The findings and conclusions of any investigation 

by the Health Division shall not be construed as 

prohibiting  any criminal or civil investigations, 

actions or other claims for relief that may be 

available to any party under applicable federal, 

state or local laws.

Complaint NV00007319 alleged that a resident 

was admitted to the emergency room of the acute 

care hospital.  The resident fell at the facility, 

became unresponsive and died at he Er after a 

failed code.  The ER physician was concerned 

because of previous labs from the SNF were very 

high and had not been acted upon.

With the investigation, it became clear than some 

of the information in the allegation was erroneous.  

There was no documentation in the resident's 

record at the facility that a recent fall had 

occurred.  When the resident's record at the 

acute care facility was reviewed, it was found that 

the resident had not coded in the ER, nor had he 

expired.  As of 3/4/2005, the resident was in the 

Intensive Care Unit.

The allegation that the resident's high labs had 

not been acted on was unsubstantiated.
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